SUMMARY A patient presented with a posterior uveitis. An inferior plaque of retinal exudation was seen. Full investigation failed to establish a cause until six weeks later, when cryptococcal meningitis developed. The patient was immunocompetent. Exudation in relation to retinal vessels is unusual in idiopathic posterior uveitis, and cryptococcosis should be considered in the differential. Diagnosis is by lumbar puncture or vitreous aspiration.
Cryptococcosis is a well recognised infection of immunocompromised patients. It usually presents with meningitis. Uveitis is a secondary complication. We report an immunocompetent patient who presented with posterior uveitis of unknown cause six weeks prior to developing cryptococcal meningitis. A localised exudate in relation to retinal vessels is unusual in idiopathic posterior uveitis and should alert the clinician to the possibility of cryptococcosis.
Case report
A 39-year-old, previously well, Tanzanian Indian, who had not left the UK for 12 years, presented to his local hospital with disturbance of vision in his right eye. Best corrected visual acuities were 6/18 OD, 6/6 OS. Refraction was -0-25 (both eyes). He had a uveitis and chorioretinitis which was treated with topical steroid (dexamethasone) but did not improve. He consulted an ophthalmologist directly, who confirmed posterior uveitis, noted a focal plaque, and investigated fully. After four weeks the patient presented to another hospital with right eye pain and mild biparietal headache. Visual acuities were 6/18 OD, 6/5 OS. Refraction was -0-25 both eyes. Anterior and posterior uveitis was present in the right eye with macular oedema, vitreous cells and retinal exudate (an inferior plaque). The left eye was normal. There was no evidence elsewhere of sarcoidosis, tuberculosis, inflammatory bowel disease, or seronegative arthritis. The erythrocyte sedimentaCorrespondence to Dr S P Stone, Department of Neurology, St Bartholomews Hospital, West Smithfield, London EClA 7BE.
tion rate was 51 mm in the first hour, but chest x-ray and full blood count were normal; syphilis serology, autoantibodies, acute and convalescent serology (toxoplasma, cytomegalovirus, herpes simplex, and Epstein-Barr) were negative. On this basis idiopathic posterior uveitis was diagnosed. Treatment with 60 mg prednisolone daily was begun. Vision improved over five days to 6/9 OD, with resolution of macular oedema. S P Stone, J Bendig, JHakim, P E Kinnear, B SAzadian, and F Clifford-Rose '6 Malaysia,'7"" South Africa (blacks),'9 and Australia (aborigines).20 The most recent of these reports7 counsels a high index of suspicion in otherwise healthy orientals. It has been suggested that these apparently immunocompetent individuals may be 'genetic hyporesponders' on the basis of immunological studies showing that surviving cryptococcosis patients have a selective failure of lymphocyte responses to C. neoformans2'22 and a long-lasting inability to produce antibodies to the organism. 23 Recent exposure to a large amount of pigeon excreta may predipose to infection, and our patient recalls kicking a pile of droppings into the air and noting the offensive odour a few weeks prior to onset of his ocular disease. Despite circumstantial evidence2425 only two cases have been reported of the isolation of the organism from the suspected source.2627 In one of these a doctor who contracted cryptococcal meningitis had spent much time in a hospital library near an air conditioner laden with pigeon droppings, culture of which yielded a heavy growth of C. neoformans.2" Recent work suggests that not all cryptococcosis originates from pigeon droppings.2"
The combination of chorioretinitis and exudation in relation to retinal vessels is extremely unusual in idiopathic posterior uveitis but has been described in cryptococcal eye disease,12132932 where focal and miliary lesions may also be seen.2933 Diagnosis is by lumbar puncture'429 or by vitreous aspiration.?" Ocular disease usually complicates meningitis by direct or haematogenous spread. 35 It is rare in the immunocompetent3' and rarer still in the absence of other organ disease,3" though it is common in cryptococcosis for the primary site of infection (usually the lung) to be asymptomatic" or even heal37 while disease in a secondary site (usually the meninges) progresses. Eye infection has been known to regress spontaneously.3233
Uveitis usually follows neurological disease.121332 There is only one previous case report of uveitis preceding cryptococcal meningitis,'4 when anterior uveitis developed into a posterior uveitis which progressed over 12 months while the patient was on steroids. Transient vertigo and ataxia resolved, but CSF taken when the patient was neurologically normal had detectable antigen and eventually grew C. neoformans.
The likely sequence of events in our patient was as follows. An oriental, possibly a 'genetic hyporesponder,' was exposed to a large dose of C. neoformans which entered the lung, produced subclinical meningitis,'2 14 and then involved the eye, becoming clinically apparent as a uveitis. At the time steroids were prescribed a mild headache had begun, possibly the first symptom of meningitis, which under the influence of steroids became fulminant.
This case emphasises that cryptococcosis can affect the immunocompetent, especially orientals," in whom the major differential diagnosis is often tuberculosis.?3" 3 It may present as a uveitis and should be considered by the clinician whenever the combination of chorioretinitis and exudation in relation to retinal vessels occurs, or when a patient with 'idiopathic' uveitis develops even mild or transient neurological symptoms.
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